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The results of the series of 17 patients who underwent an ileorectal anastomosis between 1949 and 1956 were reported last year (Corbett and O'Dell, 1958) . Of the 17 patients, 12 were well for periods up to eight years.
In 1954 at the meeting of the Association of Surgeons of Great Britain I forecast an increase in the number of ileorectal anastomoses, but not necessarily as a one-stage procedure. This forecast appears to have come true.
Figs. 1-3 illustrate the evolution of the methods used since 1948:
Four-stage method of Devine (Fig. 1 ).-The first stage consists of dividing the terminal ileum and sigmoid colon and all four stomas are brought through the abdominal wall so that the proximal ileum and distal sigmoid are in juxtaposition. In the second and third stages the spur between ileum and sigmoid is crushed with an enterotome. After continuity is established the residual stoma is closed. The fourth stage is excision of the colon. This method was used in the first case of the series.
Three-stage method (Fig. 2 ).-A modified Devine operation. Here the colon is excised and at the same time the proximal ileum and distal sigmoid are brought out through the abdominal wall. The next stage establishes continuity by means of an enterotome and finally the fistula is closed. This method was used in the following 9 cases of the series. Two-stage method (Fig. 3 ).-The colon is removed and a primary anastomosis carried out between the ileum and rectum with the formation of a temporary ileostomy which was closed at a later stage. This method was used in 3 cases. The operation entails the removal of the whole colon. The rectum is divided through its upper third. The ileum is anastomosed end-to-side to the mid-rectum. The rectum remaining is therefore about 10 cm. in length. CONTRAINDICATIONS (1) Fistula-in-ano.-In our experience, the majority of such fistulk heal after the first stage of total colectomy and ileostomy. A secondstage anastomosis can then be performed. On occasions, however, a high fistula-in-ano or a rectovaginal fistula may not heal after the colectomy and is then an indication for a secondstage abdominoperineal excision of the rectum.
Such a case was a woman of 67 years of age with a sixteen years' history of colitis who developed multiple fistule and widespread skin necrosis around the anus. She was also incontinent. After total colectomy in 1955 she gained several stones in weight, but physiotherapy did not improve her rectal control. I did not feel justified in making an anastomosis and the rectum was therefore removed. She remains well and is now 71 years old.
(2) Malignant disease.-We are all conscious of the possibility of malignant disease developing in the colon or rectum of these patients, particularly where the disease has been present for ten years or more, but it is satisfactory to be able to record that even a severely inflamed rectum with pseudopolyps can improve and return to normal or near-normal after a colectomy and anastomosis. We have patients in whom an anastomosis has been functioning for twelve years and in whom the rectum remains healthy. The young patient with a long history (over ten years) of severe disease should be considered as a probable candidate for proctocolectomy Proceedings of the Royal Society of Medicine unless the rectum is particularly healthy and has not been involved in severe inflammation.
(3) The contracted rectum.-Fibrous stricture of the rectum has been regarded as a contraindication but we have found that most strictures can be dilated and the rectum made suitable for anastomosis. Even the shrivelled rectum, where the anorectal canal will not admit a finger, has been treated by gradual dilatation (Abel, see p. 27) and restored to a calibre which permits a second-stage ileorectal anastomosis and normal bowel action. In exceptional cases, however, the rectum is beyond treatment and is a danger to the patient. One such patient, with a tenyear history, has been treated by total proctocolectomy.
INDICATIONS
It is untrue to say that a rectum which is severely involved by disease, showing pseudopolyps or stricture, is unsuitable for ileorectal anastomosis. All of us who practise this method (see also large series by Aylett, below) have seen patients with severe proctitis in whom the rectum has become normal after total colectomy and ileostomy and in whom the anastomosis has been successfully performed, as a second stage. The interval between the colectomy and the "hookup" varies from a few weeks to many months.
In conclusion, therefore, while we appreciate the merit of total proctocolectomy in exceptional cases-for example with intractable fistula, where the danger of cancer is present or with a completely stenosed rectum-we think that in the great majority of patients the most rational surgical treatment is total colectomy and ileorectal anastomosis, in one or two stages. From our experience we know that a diseased rectum heals; that pseudopolyps disappear; that strictures can be controlled and that fistule can close.
Ileorectal anastomosis is therefore indicated for all those patients with ulcerative colitis requiring surgery, with the few exceptions which have been mentioned.
Results Following Total Colectomy and Ileorectal Anastomosis
By STANLEY AYLETT, F.R.C.S.1
London THE results obtained in 120 cases of diffuse ulcerative colitis in which a total colectomy and 'Westminster Hospital Teaching Group (The Gordon Hospital), London. ileorectal anastomosis has either been completed or attempted are summarized in Table I. These   TABLE I.-RESULTS IN 120 CASES OF DIFFUSE ULCERATIVE  COLITIs TREATED BY TOTAL COLECTOMY AND ILEORECTAL ANASTOMOSIS (MARCH 1952 -MAY 1959 All had been under specialized medical treatment prior to operation, the latter being undertaken only because, in spite of all known adjuvants to treatment, the disease had not been arrested.
The exceptions are 4 cases in which initially a partial colectomy was undertaken and 6 cases in which at the time of operation cancer had developed and spread to an extent which made the disease incurable.
After operation 6 died, a mortality rate of 5 %; of these 1 died of post-operative obstruction, 3 of general toxaemia, 1 of diffuse general peritonitis and uremia, which were both present before operation, and one child died probably of adrenal insufficiency. One patient died of cancer fifteen months after her total colectomy. She had had ulcerative colitis twenty years and was operated upon because of obstruction-resulting from one of three primary carcinomata. One patient has developed a cancer of the rectum. He was aged 19 at the time of operation and had had colitis since the age of 2. The rectal inflammation failed to resolve after total colectomy and ileorectal anastomosis and a further rectal biopsy revealed the presence of a cancer. An abdominoperineal excision was carried out but secondaries have since developed in the lungs. This case has led me to consider that if the disease has been present for 12 or more years the rectum may have to be removed on account of the danger of an already established carcinoma.
Three cases have been converted into ileostomies, because of rectal incontinence. I think it possible that in one of these cases a hook-up will be feasible subsequently, but in the remaining two, in spite of a return to good health and normal weight, the internal sphincter mechanism seems to have lost its function and their anorectal regions are patulous and unable to retain the rectal content.
At the time of compiling this report treatment
